Background-Changing Childbirth (1993), a report on the future of maternity services in the United Kingdom, endorsed the development of a primarily community based midwifery led service for normal pregnancy, with priority given to the provision of "woman centred care". This has led to the development of local schemes emphasising continuity of midwifery care and increased choice and control for women. 
Introduction
Maternity care in the United Kingdom has traditionally been based on a medically oriented model, with responsibility for care shared by community and hospital based midwives, general practitioners, and obstetricians. This has led to a fragmentation of services and what is often viewed as an impersonal "conveyor belt" style of care. 1 To consider these issues the government set up an Expert Maternity Group "to review policy on NHS (National Health Service) maternity care, particularly during childbirth, and make recommendations." Their report, Changing Childbirth (1993) 2 formed a manifesto for change in maternity services in the United Kingdom towards a primarily community based midwifery led service for normal pregnancy, with priority given to the provision of woman centred care. Three requirements in achieving a woman centred service were identified as continuity of carer, and the provision of increased choice and control over their care by women and their partners. The report was not prescriptive as to the pattern of service use that should be adopted, recognising that this would vary according to local circumstances. However 10 indicators of success to be achieved within five years were identified, including that every woman should know one midwife who ensures continuity of her care (the named midwife) and that at least 75% of women should know the person who cares for them during their delivery.
The emphasis given by Changing Childbirth to continuity of care thus goes beyond technical continuity of the provision of care in a consistent way and emphasises personal continuity of care by known people. The importance attached to personal continuity in midwifery care, as in other areas of service provision, is based on a belief in the importance of human relations and their influence on the process and outcomes of care. At a psychosocial level the support and reassurance provided by familiar midwives during pregnancy, delivery, and postnatally have been linked with increased satisfaction for women, and feelings of control and involvement in decisions about their care. 3 The provision of social support during pregnancy has also been shown to be associated with improved physical and psychosocial outcomes for both mother and baby. 4 5 Furthermore, by reducing the number of professionals involved, failures in communication and the likelihood of diVerent prognoses and contradictory advice should be reduced. 1 2 Since the publication of Changing Childbirth there has been a development in the United Kingdom of new forms of community based maternity services which provide all aspects of midwifery care (antenatal, intrapartum, and postnatal) to a defined caseload of women. 6 However, these vary in their organisation and the type of personal continuity provided. One model identified in the scientific literature is "individual" caseload midwifery. This provides complete continuity by a named carer, and describes a situation in which the same midwife looks after a woman for all episodes in her maternity care and is on call 24 hours a day, seven days a week. A variant of this is a midwifery "partnership" where the caseload is shared between two midwives and most of the care is therefore provided by the named midwife and the rest by her partner, or occasionally by a larger group practice of midwives to which the partnership is aYliated. However, increasingly midwifery care is based on a group practice who share on call between the team. This may be organised on a "personal" caseload basis, with most of the antenatal care provided by a named midwife, and delivery and postnatal care undertaken by any member of the team, or as "shared" caseloads with care given by any member of the team through all phases of maternity care. As the recent report First Class Delivery: Improving Maternity Services in England 1 notes, although it is clear that personal continuity of care is important it is not clear which is the best way of providing this. Several evaluations of midwifery led care have been undertaken, 2 7-11 but there has been little comparison of group practice midwifery oVering diVerent models of continuity for women's preferences and satisfaction.
We investigated the eVects of midwifery group practices organised as shared and personal caseloads in terms of: (a) the extent to which women see the same midwife antenatally and know the delivery midwife, and (b) women's preferences for antenatal continuity, knowing the delivery midwife, and satisfaction with their care.
Both midwifery group practices in our investigation were set up in December 1994 as pilot sites by a hospital trust in response to Changing Childbirth. They were close, in an inner London area, although the catchment for one group practice was predominantly council flats whereas the other was owner occupied terraced housing. Each group practice comprised a team of six midwives who were employed by the hospital trust. They worked in primary and secondary care to provide continuity of care over the antenatal, intrapartum, and postnatal period for a defined caseload of 200 women. Guidelines for referral to obstetricians in secondary care had been developed by all healthcare professionals. The only diVerence between the group practices was that one was organised entirely on a shared caseload model, whereas the other operated a personal caseload model in the provision of antenatal care with each woman being assigned a named midwife (box 1). However the personal caseload group practice emphasised that there was no guarantee of having their named midwife for the delivery, whereas it was expected that most women in the shared caseload group practices would know the delivery midwife. Based on women who returned one or more questionnaires.
Methods

DATA COLLECTION
Women's preferences and satisfaction were assessed through a survey of all women under the care of the two group practices who were due to deliver between November 15 1995 and September 15 1996. Two postal questionnaires were administered, one at 36 weeks of pregnancy (to 340 women) and one three weeks postnatally (to 327 women). Fewer questionnaires were sent out postnatally because 13 women had moved from the area and did not deliver with the group practice midwives. Reminder letters were sent to all women who did not return their questionnaires within two weeks, with a further reminder four weeks after the original mailing. Both initial and reminder letters were sent to Bengali women in their own language, and suggested that if they had problems understanding the questionnaire a family member or friend might be able to help them. The questionnaire used standard questions to examine women's views. 12 Likert scales were used to assess satisfaction with care (0=no good at all, 5=excellent), and ratings of the importance of diVerent aspects of care (0=not at all important, 5=very important indeed). Open questions were used to identify what women thought were best and worst about their overall care. Answers to these open questions were classified into the main response categories identified from the data. Data were abstracted from women's maternity case notes which were held by women during their care and returned to the group practice midwives at the final postnatal check. The case notes provided obstetric data and also validated women's own accounts of their experience of antenatal continuity. The total number of signatures by each professional group (midwives, general practitioners, and obstetricians) was recorded and antenatal continuity measured by counting the number of checks each woman received from the same midwife.
STATISTICAL METHODS
Univariate comparisons were made between the two models of care for continuity, and women's preferences and experiences for continuity. Categorical variables were analysed with the 2 test and continuous variables with a non-normal distribution by the Mann-Whitney U test. Logistic regression analysis was used to investigate the influence of social class, ethnicity, previous experience of maternity care (whether a first child), and practice variables, on: (a) preferences for antenatal continuity (comparing women who preferred to see the same midwife at each antenatal check with those who did not mind which midwife they saw or would prefer to see a diVerent midwife at each check), (b) preferences for intrapartum care (comparing women who rated knowing the delivery midwife as score 5, very important indeed, with those who rated this as score 4 or lower), and (c) satisfaction with antenatal and intrapartum care (comparing women who rated their care as score 5 excellent with those who rated it as score 4 or lower). Data were abstracted from case notes for 77% (262/340) of the initial sample (76% shared caseload midwifery and 79% personal caseload midwifery). The main reasons for exclusion were that women had retained their notes postnatally, or they were misfiled or missing from the hospital files.
Results
SAMPLES
The case note records indicated that women from ethnic minorities were overrepresented among non-responders to the postal questionnaire, and comprised 70% (65/93) nonresponders to both questionnaires compared with 45% (211/469) of the total group. The higher non-response for the personal caseload midwifery practice was also largely accounted for by the greater prevalence of ethnic minorities attending this group practice.
CHARACTERISTICS OF RESPONDENTS
The two midwifery group practices served areas that diVered in their socioeconomic and ethnic mix. This was reflected in the characteristics of attenders; higher proportions of respondents attending the shared caseload midwifery practice had a non-manual occupational classification (based on their own occupation or if this was missing, their partner's occupation) and classified themselves as white (table 1). The main groups of ethnic minorities were black African, black Caribbean, and Bangladeshi, with the last two groups being more prevalent among women attending the personal caseload midwifery practice.
The case notes indicated that the proportion of women with no previous child was very similar in the two group practices; 52% (70/134) for the shared caseload and 57% (74/ 130) for the personal caseload. Altogether 83% (217/262) of women were identified clinically as low risk at booking, and according to the locally agreed guidelines did not require referral to an obstetrician due to any aspect of their booking history. The proportion was 84% (112/134) for the shared caseload group practice and 81% (105/130) for the personal caseload group practice.
LEVEL OF CONTINUITY
Data from the case notes indicated that 65% (170/262) of women had antenatal checks with both midwives and their general practitioner and 35% (92/262) had antenatal checks with midwives only. As well as these checks 40% (105/262) were referred for obstetric opinion. Women who received antenatal care solely from midwives had a mean of 6.5 checks with midwives. Women who had input from a general practitioner had a similar mean of 6.4 checks with the midwives and a further mean of 2.4 checks with their general practitioner.
Signatures in women's case notes indicated that the women in the shared caseload group practice had significantly fewer antenatal checks with the same midwife than the women in the personal caseload group practice (mean 2.5 v 3.8, p<0.001, Mann-Whitney U test). Altogether 40% (53/132) of women attending the shared caseload practice and 80% (104/ 130) attending the personal caseload practice received three or more antenatal checks with the same midwife, and 11% (14/132) and 57% (74/130) respectively received four or more checks with the same midwife. The antenatal questionnaire (box 2) confirmed findings of the analysis of women's case notes; the women from the shared caseload group practice were more likely to see a diVerent midwife at each antenatal check and to have met more midwives in the team. As a result, 74% (93/126) of the women from the shared caseload group practice recorded in the postnatal questionnaire that they had previously met their main delivery midwife compared with 60% (55/91) attending the personal caseload group practice (table 2) .
The postnatal questionnaire identified no significant diVerences between group practices in the experience of postnatal continuity. Altogether 76% (95/126) of the women in the shared caseload group practice and 84% (76/91) of these in the personal caseload group practice recorded that they were visited postnatally by the midwife who had looked after them during their labour and delivery.
WOMEN'S PREFERENCES FOR CONTINUITY
Women's responses to the antenatal questionnaire (box 2) indicated that only 25% (35/139) of the women from the shared caseload group practice preferred personal continuity of carer in the antenatal period, and 75% (104/139) did not mind which midwife they saw, or preferred to see a diVerent midwife at each antenatal check. By contrast, 52% (56/108) of the women from the personal caseload group practice preferred personal continuity of antenatal care and 48% (52/108) did not mind which midwife they saw. Regression analysis indicated that a preference for personal continuity of carer was associated with women's actual experience of antenatal continuity (seeing the same midwife for three checks was associated with a preference for personal continuity (p=0.056)) and with the group practice attended (personal caseload group practice was significantly associated with preference for personal continuity of antenatal care, p=0.003). Neither sociodemographic variables nor pregnancy history (whether first child) showed any significant associations with a preference for antenatal continuity.
Women's views about continuity in relation to labour or delivery showed that when questioned antenatally most women in both group practices wanted to know their delivery midwife, and 47% (116/247) rated this as very important indeed. However despite a strong desire to be delivered by a midwife they had met before, only 31% of women attended the "meet your midwife" sessions organised for that purpose.
Ratings of antenatal intrapartum continuity as very important were similar in the postnatal questionnaire (table 3) . Nevertheless comparison with the antenatal questionnaire showed some change in women's responses; only two thirds of women who rated knowing the delivery midwife as very important indeed in the antenatal questionnaire gave the same response postnatally. Regression analysis indicated that women's postnatal rating of knowing the delivery midwife as very important indeed was associated both with antenatal ratings of its importance and their actual experience of antenatal-intrapartum continuity (table 4) .
Women's postnatal ratings of diVerent aspects of midwifery care indicated that being given advice about pregnancy and childbirth and feeling in control and involved in decision making were more often rated as very important indeed than the three aspects of continuity (table 3) .
SATISFACTION WITH CARE
The question, "how good do you think your antenatal care has been so far?" asked in the antenatal questionnaire showed high levels of satisfaction. About 85% of women from both group practices gave this a score of three or more on a scale from zero to five, and 28% (39/139) of women from the shared care group practice and 40% (43/108 ) of those from the personal care group practice gave a score of five (excellent). There were no significant associations between women's ratings of the quality of antenatal care and any of the respondent or practice variables examined.
Postnatal ratings of care during labour and delivery were similarly positive; over 90% of women rated their care as good, and 57% (72/ 127) of women in the shared caseload group practice and 71% (67/95) in the personal caseload group practice rated this as excellent. There were no significant associations between ratings of care during labour and delivery as excellent and any of the variables examined with the exception of group practice attended, with the women from the personal caseload group practice being more likely to rate their care as excellent (p=0.010).
Responses to an open question in the postnatal questionnaire about the best aspects of care, showed that aspects of continuity of care were mentioned by only 10% (22/222) of women, with the friendliness of the midwives 17% (38/222), and their reassurance and support 21% (47/222) being more often identified. Typical responses were:
"The midwives are always friendly and encouraging and listen to whatever you have to say" (antenatal).
"The best thing about my care was the fact that the midwives were so friendly and understanding" (postnatal).
"It really helped knowing the midwives from the (name) team and especially the close relationship I had with (name) who delivered my baby. Also postnatally it was lovely to again see the midwives I already knew" (postnatal).
Discussion
This study indicates that personal continuity of carer is not a necessary requirement for high levels of satisfaction with midwifery care. Midwifery schemes based on shared caseloads seemed to be as acceptable to women and were associated with high levels of satisfaction. More important than the type of continuity provided were whether women's expectations for continuity were fulfilled, and the consistency and ethos of care in terms of the friendliness of midwives and the reassurance and support they provided. Also, feeling in control and involved in decision making were more often rated as very important than personal continuity of carer, thus emphasising the importance of the content rather than the structure of midwifery based care. The acceptability of shared caseloads seemed to be a general feature of women's responses with no significant diVerences in preferences and satisfaction by parity, socioeconomic status, or ethnic group. However, it is recognised that women from ethnic minorities had a high non-response rate, which may have exerted some selective bias. Satisfaction with care among women from ethnic minorities recorded in this study may also have been influenced by four of the 12 midwives belonging to ethnic minorities, and therefore being more likely to be able to respond appropriately to women from diVerent cultural backgrounds.
The significance of previous expectations for satisfaction with care is well known to aVect a woman's assessments of health care. [13] [14] [15] As this study showed these expectations may be generated by the service, with the expectation of personal continuity of carer during the antenatal or intrapartum phase or of knowing the delivery midwife, sometimes leading to disappointment if this could not be met. In particular staV holidays and turnover place important restrictions on continuity of care, with two midwives leaving the personal caseload group practice and three leaving the shared caseload practice during the course of the study.
For the development of maternity services, this study suggests that midwifery group practices are associated with high levels of consumer satisfaction, and that the ethos and consistency of care provided by midwives is more important than aiming to achieve a narrow definition of personal continuity of carer. From the women's perspective what seemed to be crucial were their feelings of choice and control, the provision by midwives of reassurance and support, a willingness to listen, and other aspects of what has been referred to as "sentimental work" or the interpersonal aspects of care.
